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Pyloroplastie operations, except in cases that are not very marked in char¬ 
acter, require anastomosis to be done, either at the time or later by a second 
operation, to make them efficient. Gastro-enterostomy is the most frequently 
indicated operation; it creates a deviation in the coarse of the contents of 
the stomach from the old way and reduces irritation at the pylorus. 

The author prefers to make the anastomosis in the posterior wall of the 
stomach at the moat dependent point, and also prefers the use of a simple 
suture in two rows, employing an ordinary sewing-needle; he makes an 
opening that will admit hia index-finger. This operation he can complete 
in thirty minutes, and he believes it is more certain and secure than plates 
or mechanical contrivances. 

The removal of the pylorus he believes should be applied only to cases of 
malignant nature, but the simple entero-anastomosia in inoperable cancer 
cases is a much better surgical procedure than the formation of an artificial 
anus in cases of cancer of the intestines. 

His operations have been very successful in their effects upon the patients, 
and he has seen the new orifice so assume the function of the pylorus that 
when the stomach was inflated with air none of it escaped into the intestine. 

Pylorectomy.—In a paper in which he reports two successful pyloro¬ 
plasties, MorisON (The Britith Medical Journal, February 19, 1898) points 
oat the fact that the blood-supply of the small intestines is derived from 
the mesentery by small, straight transverse vessels, the anastomosis is fair 
near the mesentery, but very poor and sometimes entirely wanting on the 
convex surface of the intestine, hence sloughing is more likely to occur at 
this point This should be remembered in planning all operations, and the 
blood-supply should be interfered with as little as possible. 

In the pyloroplastic operation which he has employed he made a longitu¬ 
dinal incision in the anterior wall of the duodenum about one inch in length. 
In this way its edge was made more nearly equivalent to that of the pyloric 
end of the stomach, and the coaptation of the two was rendered more easy, 
while the blood-supply was not interfered with. 

The coaptation is facilitated by the introduction of four temporary sutures. 
A continuous catgut suture is introduced through the entire thickness of 
both the wall of the intestine and that of the stomach, including all the 
coats. This secures a water-tight joint. Peritoneal adhesion is secured by 
a second row of interrupted sutures which include the peritoneal and mus¬ 
cular coats only. 

Traumatic Affections of the Liver.—In discussing the treatment of trau¬ 
matic injuries of the liver, Waring (British Medical Journal, March 19, 1898) 
gives the following as the clinical conditions which he considers may form 
indications for the performance of a surgical operation for the removal of a 
portion of that organ. 

1. Carcinoma of the gall-bladder, in which the disease has not extended 
beyond the gall-bladder and the adjacent portion of the liver and there are 
no signs of secondary growths either in other parts of the liver or in other 
viscera. 

2. The presence of a localized non-malignant tumor of the liver, such as 
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angioma, angiofibroma, fibroma, or adenoma, which is increasing in size and 
is giving rise to trouble. 

3. The presence of a localized hepatic tumor which is due to a mass of 
echinococcus multilocularis. 

4. Congenital hernia of a portion of the liver in which the herniated por¬ 
tion cannot be returned within the abdomen. 

5. Sarcoma, primary in the liver, occasionally occurs, and has been treated 
by excision. In one case the patient was alive two years afterward, and in 
the other the disease recurred in a few weeks and the patient died. 

Primary carcinoma of the liver is exceedingly rare. If it is in the form of 
a localized tumor, an attempt may be made to remove it. The liver is fre¬ 
quently the seat of secondary malignant growths, but operation is contra¬ 
indicated in such cases. 

The author states that his original researches on animals and the study of 
the results produced in reported cases have led him to the following conclu¬ 
sions : 

1. That the dangers of hemorrhage after removal of portions of the liver 
have been much exaggerated. 

2. That the best method of controlling and arresting hemorrhage from 
liver tissue after it has been incised or torn is temporary compression of the 
vessels in the gostro-hepatic omentum, and then ligature of the divided 
vessels. 

3. That when the liver is the seat of growths such as are classed as oper¬ 
able, a Burgeon ought to be prepared to carry out an operation for their re¬ 
moval. 

4. That the mortality which will result from operations of this kind is 
not greater than in many of the recognized abdominal operations, such as 
resection of the intestine. 

The Employment of Rubber Gloves in Aseptic Operations.— Friedrich 
(Centralblatt fur Chir. t 1898, No. 17), in replying to queries and criticisms on 
his advocacy of these gloves in operations, says that he does not advocate 
their employment in all cases, but wbcu an operator or au assistant has a 
wound on his hands that is not fully healed, the employment of rubber glove- 
fingers is not sufficient; in such case the whole hnud should be covered. 
The employment of gloves in all operations would greatly retard the operator 
and destroy the fineness of his tactile perception, while complicating the 
aseptic technique. Friedrich has gloves wrapped up in a bandage and ster¬ 
ilized for one hour in a steam sterilizer. This bandage is cut with antiseptic 
instruments at the time of operation. The gloves are half filled with sterile 
water to facilitate the process of putting on; they are handled externally 
only with sterilized cloths or bandages. Greater tactile acuteness is secured 
by stretching the finger of the glove tightly over the finger. Sharp instru¬ 
ments and spicules of bone are the greatest dangers in their path. 

The Operations for Goitre.—In discussing the operations performed in 
the Berne Clinic, Wormser {Rev. de Chir., April, 1898) summarizes Koeher’s 
views regarding the indications for the different methods of operating, as 
follows: 
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I- Thyroidectomy ia indicated: 

1. For malignant tumors of the thyroid gland. 

2. For acute or chronic struma. 

3. For parenchymatous goitres (diffuse hypertrophies of the gland). 

4. For polycystic goitres. 

5. For multinodular goitres. 

■ It is contraindicated, on the other hand, if there is no normal thyroid 

tisane present. J 

■ II. Strumectomy (intraglandnlar enucleation) is indicated: 

1. In unilocular cystic goitres. 

2. In isolated nodules situated in normal tissue, if they can be removed 
indicated* 111 Wlth ° Ut marked hem orrhage; but otherwise a thyroidectomy is 

3. For large nodules situated in immobile goitres. 

In reference to exophthalmic goitres, Kocher prefers ligature of three of 
the arteries at one time, and later of the fourth. Section of the sympathetics 
is, as yet, too new to warrant an opinion. 


The Treatment of Pott’s Disease.-After an historical discussion of the 
treatments that hare been employed in this disease, Gevaert I Am. * la 
Soe. Beige, July 15, 1898) makes the following Bummary of the work which 
has been accomplished by the new method of forcible straightening as ad¬ 
vised by Calot: 

1. It is undoubtedly true that thia method has dangers, some of which 
are: Death during the chloroform antesthesia, epileptic tremors and con¬ 
tractions of the extensor muscles of the feet during the manmuvres, hmmatem- 
es.s during narcosis, rupture of an abscess with discharge into the pleura 
and death; consecutive paralyses of the lower extremities and bladder : 
rap,d generalization of tuberculosis; and operative shock, with chronic 
convulsions and death. Fourteen deaths have already been reported as the 
direct result of the operation. 

2. Lesions are frequent, especially in the region of the gibbosity, and prin¬ 
cipally when the spinous processes have not been resected. The majority of 
surgeons now place their bandages in such a way as to leave an orifice at this 
point, thus avoiding pressure and ulceration. 

dangm hl ° r0f0rm “ “ 0t ab3olute,y eMenl ‘“ 1 to «» operation, and is always a 

4. Bandages that include the head, neck, and shoulders have many incon¬ 
veniences. Ulcere on the head and shouldere may result, and the confine¬ 
ment of the patient ia very uncomfortable, etc. In addition, it is often use- 
Iess if a bandage is employed which covers the shouldere and supports the 
head The Sayre apparatus is frequently used, reaching up to just below the 
shoulders and leaving the patient in the supine position. 

5. Reduction is made easy by varions forms of mechanical npparatos which 

exert traction and pressure. They are all based on the principle of exten¬ 
sion They facilitate especially the placing of bandages without a large 
number of assistants. & 


6. The diagnosis of the possibility of reduction can be made only by 
attempting it, thus determining whether anchylosis is present or not The 
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majority of surgeons are of one accord in saying that great force should not 
be employed in making the reduction, and that anchylosis should not be 
broken when already established. 

7. Persistent paralysis of the lower extremities is an indication for im¬ 
mediate reduction. 

8. It seems preferable to wait for the healing of abscesses before commenc¬ 
ing the treatment of the gibbosity. 

9. Radiographs furnish valuable information relative to perivertebral 
ossifluent abscesses and regarding later ossification. 

10. Regarding the influence of the location on treatment, the consensus of 
opinion shows that reduction and immobilization at one operation are only 
applicable to lesions situated in the dorsal region, chiefly in the median 
portion. In the sub-occipital and cervical, and frequently in the superior 
dorsal region, extension by apparatus is generally preferred. In the lumbar a 
Sayre s corset placed in position during the extension frequently suffices to 
correct the deformity. 

11. With regard to age, it is sufficient to say that the lesion of Pott’s dis¬ 
ease is not generally most serious in adult patients, and that extension 
apparatus is badly supported by adnlts. 

12. The majority of authors repudiate, at the present time, radical opera¬ 
tive interventions: ablations, cuneiform resections, laminectomies, etc., as, 
also, palliative operations, such as resections of the apophyseal spines, liga¬ 
tures of the spinous processes, etc. 

13. Anatomical and pathological considerations prove to a certainty that 
the loss of osseous substance resulting from the separation of the vertebra 
can never be filled by osseous tissues. This fact leads to the following 
general conclusions: 

14. Recent cases of Pott’s disease and those in which the gibbosity com¬ 
prises only a few vertebra are the only ones that can be treated by this 
method. 

15. Pott’s disease is cured in two ways: 1, by anchylosis of the vertebra; 
and, 2, by a pseudo-anchylosis or synostosis of the posterior arches, the lateral 
spines and the posterior spinous processes. The latter method is the more 
frequent, and is the one which occurs after forcible correction. It is there¬ 
fore absolutely essential to respect the posterior arches and not to weaken 
them by osseous resections or ligamentous excisions. 

16. In very cachectic children redressement should not be attempted, nor 
should it in those who cough, in those who have abscesses or fistula, nor in 
those cases presenting evidences of degeneration of any of the internal 
organs. 

17. Opinions differ regarding the necessity of keeping the patients in the 
dorsal decubitus, some authors preferring to allow them to wear apparatus 
and walk about. 

Chronic Osteomyelitis of the Lower Extremity of the Femur.— Mar- 
chant {Rev. <TOrthopedic, May, 1898) reports au interesting and instructive 
case in which the patient has suffered from repeated attacks of tubercular 
arthritis of the knee. Rest in bed had, in the earlier attacks, always led to 
complete functional recovery. Later, it had been necessary to tap the joint. 



